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Name of Inspector(s)/Nom de i’;nspecteur[s)
Gathenne Palmer (152)

The purpose of this inspection was to conducta foliow up previous order and additional concarns identified by
a previous complainant.

| During the course of the inspection, the inspector spoke with the president and CEQ (administrator), the
- director of operations (director of care}, registered staff, personai support workers, registered dietitian, nufrition--
mahager, family members, dietary aide.

families, cbserved meal service, observed medication pass, reviewed home's policies and procedures.

. The following Inspection Protacols were used in part or in whole during this inspection:

Nutritionr and: Hydration

- Dining Chservaticn

Sufficient Staffing

BXJ Findings of Non-Compliance were found during this inspection. The following action was taker:

7 WN
7 VPC

During the course of the inspection, the inspector reviewed residents’ health care records, interviewed staff and |

| Corrected Non-Compliance is listed in the seetion titted Corrected Non-Compliance,
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NON- COMPLIANCE | (Non-respectés) ~* -~

Definitlons/éfinitions

WN — Written Notificatlons/Avis éeril
VPG - Voluntary Plan of Correclion/Plan de redressement volontalre
DR- Blrector eferrallRéglsse_ur envoys

CO - ~Compliance Order/Ordras;da conformits . -
WAO~ Work-and. Actlvity Grde idr X

of o 3007 jes foyers de smn&de :
le loj rcamp(end leg a_xggances

WN #1: The Licenses has failed to comply with O. Reg. 78/10 s. 8{1)(a) (b} Where the Act or this
Regulation requires the licensee of a long-term care home fo have, institute or otherwise put in piace
any plan, policy, pretocol, procedure, strategy or system, the licensee is required to ensure that the
plan, policy, protocol, procedure, strategy or system, {a) is in comphance with and is implemented in
accordance with all applicable requirements under the Act; and (b} is complied with.

Findings:

According to C-Reg. 78/10 s. 51. (1) 2. The continence care and bowel managsment program must, at

minimum, provide for the following; 2. Treatments and interventions to prevent constipation, 'mcluding nutrition- {

and hydration protocols.

1, The home's continence management bowe! continence management (D-10-10) program was not _ B
impleraented or incorporated: into plan of care for an identified resident assessed to have cons’tlpatnon

' Inspector I0# | 152

Additional Reqmred Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, c.8, s, 152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compl:ance to ensure that bowel protocol is
implerented for the identified resident and for all residents that are constipated or at risk for constipation

| according to the home’s policy and procedure D-10-10 Centinence Management Bowe| Gontinence
Management Program, to be implemented voluntarily.

WN #2; The Licensee has failed to comply with LTCHA, 2007 5.0, 2007 c. 8 s. 6(1}(¢) Every licensee of
a long-term care home shall ensure that there is a writien plan of care for each resident that sets out,
- clear directions to staff and others who prowde direct care to the resident. 2007, c. 8, &. 6 (1),

Findings:

The written plans. of care for identified residents do not set out clear directions to staff and others who provide
direct care to residents,

| 1. identified resident did not receive cmuble portmn o% water accordmg as per RD assessment and plan of

and dinner, not at. breakrast, .
2. The plan of care does. not set out clear directions for provision of care for identified resident related to
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correct diet texture and need for crushed medications.

| 3. The home's registered ciietitian recommended an identiiied res&dent to have 250 mL.s apple juice at meals.
Diet sheets for serving staff and written care plan indicate 175 mLs apple juice at breakfast, lunch, and
dinner. Resident received only 125 mLs apple juice at observed breakfast meal Apiil 1, 201‘].

inspector iD'#: | 152

Additional Required Actions:

| VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, 5. 152(2) the licensee is hereby
requested to prepare a writien plan of correction for achieving compliance to ensure there is a written plan of

I care for each resident that sets out clear directions to staff and others who provide direct care to the resident

to be implemented voluntarily.

-} WN #3--Fhe-Licensee-has failed to comply with LTCHA, 2007 8.0, 2007 c. 8 s. (10} b} The licensee
shall ensure that the resident is reassessed and the plan of care reviewed and revised af Jeast every

. six months and at any other time when, the resident's care needs change or care set out in the plan is
no lohger necessary.

Findings:
1. The plan of care for an identified resident was not reviewed and revised to reflect the resident's change in
care needs related to constipation.

— Inspector ID#:

Additional Required Actions:

| VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, 8.152(2) the licensee is hereby

' requested to prepare a written plan of cotrection for achieving compliance to ensure that the residentis
regssessed and the plan of care reviewed and revised when the resident's care needs change tobe

| imptemented voluntarily. _

is reassessed-and-the plan-of care reviewed and revised, (b)if the plan of care Is being revised
because care set out in the plan has not been effective, the licensee shall ensure that different
approaches.are considered in the revision of the plan of care. 2007, ¢. 8, 5. 6 {11).-

WN #4: The Licensee has failed to comply with LTCHA, 2007 S.Q. 2007 ¢. 8 s. 6{11)}(b) When a resident |

Findings:
1. The licensee did not ensure that different approaches wers considered i in the revision of an identified
resident's plan of care related to poor-food and fluid intake,

Inspector iD# | 152

Additional Required Actions: |

VPC - pursuent fo the Long-Term Care Homes Act, 2007, S,0. 2007, ©.8, 5.152(2) the licensee is hereby

| requested to prepare a written plan of correction for achieving compliance to ensure when a resident is
reassessed and the plan of care reviewed and revised, if the plan of care is being revised because care set
out in the plan has not been effective, the licensee shall ensure that different approaches are considered in
 the revision of the plan of care, to be implemented voluntarily. :
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WN #5: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007 c. 8 s. s6{4)(a) {b} The licensee
shall ensure that the staff and others involved in the different aspects of care of the resident '
collaborate with each other, a)in the assessment of the resident so that their assessments are
integrated and are consistent with and complement each other; and (b} in the development and
implementation of the plan of care so that the different aspects of care are integrated and are
consisient with and complement each other. 2007, c. 8, 5. 6 (4).

Findings: '

1. The home's mulfidisciplinary team did not collaborate regarding with each other in the assessment or
implementation of the plan of care related to an identified resident's ongoing constipation,

Z. The home's multidisciplinary team did not collaborate with each other in the assessment and
implementation of the plan of care related to an 1denttf1ed resident’s swallowing assessments by a speech
ianguage pathologist.

| inspector®r#— | 152

Additional Required Actions: :

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8,0, 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare & written ptan of correction for achieving compltance to ensure that the staff and others
involved in the different aspects of care of the resident collaborate with each other, in the assessment and
development and implementation of the plan of care of the resident so that their assessments are integrated
and are consistent with and complement each other, to be implemented voluntarily.

WN #6; The Licensee has failed fo comply with LTCHA, 2007 S.0. 2007 c. § s. 6 {7) The licensee shall
ensure that the care set out in the plan of care is provided to the resident as spemﬂed in the pian.
2007, c. 8, 5. 6 ().

Findings: .
The licensee has failed to ensure that the care set out in the plan of care is prov;ded to residents.
1. An identified resident was observed to receive only one glass nectar thick water (120 mLs) at breakfast

meat April 1, 2011, despite plan of care direction for 250 mLs water at breakfast meal.

-2 Mgsessrent by the home's registered dietitian on January 12, 2011 included recommendation for an
' identified resident to have 250 mlLs apple juice at meals. Diet sheets for serving staff indicate 175 mLs
apple juice at breakfast, lunch, and dinner. The resident received only 125 mLs apple juice at observed
breakfast meal April 1, 201 1.
' 3. An identified resident’s plan of care notes recommendation for crushed medlcatlons Resident was
observed at morning med pass, on April 1, 2011, The resident's medication was offered whole and rhe
resident refused the medication, The regsstered practical nurse indicated that she does not crush the
resident’s medications. :

Inspector 1D #: | 162

Additional Required Actions: .
VPG - pursuant to the Long-Term Care Homes Act, 2007, $.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare & written plan of correction for achieving compliance to ensure that the care set out in
the plan of care is provided to the resident as specified in the plan, to be implemented voluntarily.

that (a) noc person sumulcanet}usly aesz-sts more than two remdents who need total ass:stance w;th
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| eating or drinking; and (b) no resident who requires assistance with eating or drinking is served a
meal until someone is available to provide the assistance required by the resident.

Findings:

The dinner meal was observed on Friday April 1, 2011 in Victoria Square and Cedar Grove Dining rooms.

1. Staff was providing total assistance to.more than two residents at the same time during dinner meal on
Cedar Grove Aprit 1, 2011,

2. An identified resident requires extensive assistance with meals. Resident was in the dining room at 5 pm
with fluids placed in front of him/her. The resident was not assisted with fluids until his/her dinner meal
was provided at 5:45 pm.

inspector 1D #:

152

Additional Required Actions:

VPC - pursuant.to the Long-Term Care Hormes Acl, 2067, 5.0. 2007, c.B, 8.152(2) the licensee is hereby
 requested to prepare a written plan of cotrection for achieving compliance to ensure no person simultaneousty
assists more than two residents who need total assistance with eating or drinking, and no resident who
requires assistance with eating or drinking is served a meal until someone is available to provide the
assistance required by the resident, to be implemented voluntarily.

2

T Signature of Licensee or Representafive of Licensee Signature of Health System Accountability and Performance Division
Signature du Tifulaire du représentant désigné representafive/Signature du (de 1a) représentani({e) de la Division de la

responsabilisation af de [a performance du systéme de santé.

Oating Paymi]

Title:

Date: Date of Regort: (if different from date(s) of inspecfian).
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